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Rh immunization: About 8.5 0, of 760 mothers
developed Rhesus antibodies six months after
first pregnancy, and a further 8.500 by the end
of the second pregnancy. Evidence is presented
of relation between post-delivery foetal cell
count and risk of developing antibodies (p.
139) ; Leader at p. 135.
Calcium and Dialysis: Metastatic calcification
considered less likely after calcium concentration
is raised to optimum level (p. 145) ; Group of
patients with terminal renal failure developed
parathyroid autonomy, but function tended to
revert to normal with continued dialysis (p.
150).
Common Cold: Influenza C virus caused
respiratory tract disease in 26 volunteers, and
9 had common cold symptoms (p. 153).
Perforated D.U.: Vagotomy and pyloroplasty
performed as emergency gave equally satisfactory
results as elective surgery when compared over a
six-year period (p. 155).
Sight Testing: Use of blocks instead of letters
with young children proved a satisfactory
method (p. 157).
Pregnancy and Vitamin B12: Caution recom-
mended in administering folate unless serum
B12 levels measured, especially in older women
(p. 158) ; Survey showed B12 levels higher in
West Indian population than in Europeans even
during pregnancy (p. 160).
Case Reports: Cyclophosphamide for oeso-
phageal cancer (p. 161) ; Congenital cyto-
megalovirus infection (p. 162).

Psychiatry: Emergencies in general practice (p.
164).

Today's Drugs: Vitamin B12 (p. 167).

Surgeon's " Assistant ": " Snake " arm appli-
ance described (p. 170).
Athletics at Altitude: Review of Medicine and
Sport (p. 171).
Transplantation: Survey of experimental basis
of cardiac transplantation in man (p. 174).
Personal View : Dr. W. Dewi Rees (p. 182).
G.P. Obstetric Units : More letters (p. 189).
" Under the Influence ": Drug taking, criminal
responsibility, and the Law (p. 197).
Motor Show: Emphasis on safety and design in
new cars (p. 196).
Green Paper: Discussed by C.C.H.M.S.
(Supplement, p. 13); H.J.S. Group Council
appoint working party (Supplement, p. 16);
criticisms from Inner London Medical Commit-
tee (Supplement, p. 18).

Management of Pulmonary
Embolism

Until recently the management of pulmonary embolism was depressingly
ineffectual. Mortality was high, diagnosis seldom accurate, and preven-
tive measures seemed to make little impression on the problem. This
picture is at last being changed by new aids to the accurate diagnosis of
pulmonary embolism and venous thrombosis and new methods of clearing
clots from blood vessels.

Three syndromes of pulmonary embolism are recognized. Firstly, a
single embolus occluding a peripheral pulmonary artery produces the
classic picture of pulmonary infarction with pain, haemoptysis, pleural
friction, and shadows on the chest radiograph. Secondly, repeated
embolism, often without symptoms initially, gradually obliterates so much
of the pulmonary bed that pulmonary hypertension and cor pulmonale
cause dyspnoea, fatigue, and syncope on exertion.' Thirdly, massive
pulmonary embolism occurs when two-thirds or more of the pulmonary
arteries are blocked by a large embolus. Acute right ventricular
failure results in shock, dyspnoea, and anginal pain, with a raised
jugular venous pressure, a heaving right ventricle, and an apical
third sound.2 Right ventricular strain appears on the electrocardio-
gram, while the chest radiograph shows dilatation of the proximal pul-
monary arteries and ischaemia of the peripheral lung fields.' ' Without
treatment almost three-quarters of these patients will die, half of the
fatalities occurring within the hour. A rapid and accurate diagnosis and
swift treatment should save some of these as well as many of those who
survive two or more hours.2
The differential diagnosis from other forms of collapse, particularly

myocardial infarction, presents difficulties, but it is essential, because an
attempted embolectomy is fatal if the diagnosis is wrong.' Two new
procedures fortunately have become available to assist the diagnosis.
Injection of radioactive tagged albumin aggregates followed by scanning
of the chest shows up any parts of the lung that are not being perfused.6
Pre-existing lung disease vitiates this procedure, but the injection of con-
trast medium into the right heart gives an accurate radiographic picture
of the blocked pulmonary tree. Ideally pulmonary angiography should
be carried out on every patient suffering from suspected massive pul-
monary embolism, but a clinical diagnosis may have to be accepted if the
patient is deteriorating rapidly.
The diagnosis of massive pulmonary embolism is difficult enough. The

choice and timing of treatment is hardly less so. Management is conser-
vative if the patient's condition is improving or if shock is not severe.
Conservative management entails lysis of the pulmonary emboli and
prevention of further embolism. Bilateral peripheral phlebograms are
performed by injecting contrast medium into the veins of the foot to
delineate the deep veins from calf to inferior vena cava.8 The iliac veins
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can also be displayed by femoral-vein or interosseous injec-
tion. Any thrombus remaining in these veins can be seen, and
if it is large and loose it can be removed or the appropriate
vein above it ligated.9 Alternatively, if there is a small
amount of fresh thrombus in the legs or if the patient's circu-
latory state has not returned to normal, intravenous strepto-
kinase can be given for three days, followed by anticoagulation
with warfarin.'0 Streptokinase has been shown experimen-
tally and clinically to lyse pulmonary emboli and recent
venous thrombi, and it may produce dramatic clinical
improvement, but a few hours have to be allowed for its
effects to become apparent.

If shock is marked or the patient's condition is deteriorating,
particularly if he has suffered cardiac arrest, embolectomy is
advised. When the patient is in a hospital where facilities
for cardiopulmonary bypass are available an emergency
pulmonary embolectomy is performed through a median
sternotomy, the pulmonary artery being opened and the
emboli being removed from the central and peripheral
pulmonary arteries." 12 The operative mortality is about
50%, though this figure is less if only those patients who
reach the theatre without having cardiac arrest are con-
sidered.5 Many patients cannot be transferred to a central
hospital, and embolectomy has to be carried out without
cardiopulmonary bypass. Both venae cavae are occluded to
decompress the right ventricle and enable the operation to be
performed in a bloodless field.3 The three minutes that are
available for removal of thrombus do not allow clearance of
the more peripheral arteries but may be sufficient for
survival.'4

In spite of all these advances in diagnosis and treatment
the mortality of massive pulmonary embolism is still for-
midable. Preventive measures are fortunately also improving
at last. The application of venography, accurate vein
ligation, and infusion of streptokinase when a patient shows
signs of venous thrombosis or pulmonary infarction, and
routine anticoagulation of patients who are particularly at
risk,'" are bound to reduce the incidence of massive
embolism. Progress is even being made in the treatment of
cor pulmonale when it is due to pulmonary embolism. Long-
term anticoagulation arrests its progress and relieves symp-
toms'6 and the developed syndrome can sometimes be
reversed by late pulmonary embolectomy. Thrombo-
endarterectomy has now been reported, with relief of symp-
toms, months or years after the original attack of pulmonary
embolism.17-
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To Aid without Impeding
Though the B.M.A.'s Scottish National Health Service
Review Committee was dissolved in 1964 without being able
to agree on a final report its work will not be without record.
At the request of the Scottish Council, Dr. E. R. C. Walker,
formerly the Association's Scottish Secretary and closely in-
volved in the Review Committee's work, has written a book-
let' giving a short historical account of its periodic activities
over 14 years. He has added as appendices the Committee's
preliminary report in 1961 (given as evidence to the Porritt
Committee), the draft of a report on the role of Government
in the provision of medical and health services (on which the
Committee did not reach agreement), and extracts from the
minutes of some of the later meetings of the Committee which
illustrate. the differing opinions expressed.
Some of the booklet will be mainly of domestic interest,

but Dr. Walker has skilfully presented his material to convey
a message to medico-politicians on both sides of the border
and beyond. Reviews of the N.H.S. with reforms in mind
nearly always run into difficulties when it is time to make
recommendations. Then the differences of opinion become
all too evident. Now that discussions on the Health
Ministers' Green Papers (there is also to be one for Scotland)
are about to bring again to the fore the question of change,
and with it the possibility of disagreement within the medical
profession, the way the Scottish Review Committee went
about its job could be noted with advantage. Instead of
assuming that certain things were wrong with the Health
Service and then considering how to put them right, the
Committee tried first to define the essential nature and pur-
pose of medical practice and then to work out how these
might best be fulfilled. Though the Committee did not
achieve its objectives, the account of its attempts to do so
would make profitable reading for others faced with similar
problems.

Those like the Inner London Local Medical Committee-
whose comments on the Green Paper are printed in the
Supplement-who see the traditional position of general prac-
titioners as independent contractors in the N.H.S. threatened
should refer to the section on general practice in the Scottish
Committee's preliminary report. It holds that increasing
specialization does not obviate and probably increases the
need for doctors able to take a comprehensive view of their
patients' needs, based on personal knowledge of the patient's
environment and capacity to adapt to it. To abolish tradi-
tional general practice and to replace the general practitioner
by groups or teams of specialists working together as a unit-
"a sort of composite general practitioner "-would be to
misconceive the real nature of general practice, which is seen
to be to provide for the need of many patients, and of most
patients at some time, for medical care and advice " which is
essentially individual and personal."
The arguments will go on, but some of them could be

resolved more easily were the organization of the N.H.S. less
rigid and were less conformity required of those within its
ranks. A bureaucracy and the bureaucratic apparatus are ill-
suited for directly managing and-more especially-for
developing a comprehensive medical service for the com-
munity. But what is the alternative ? Scotland's tentative
answer is that the Government's contribution to a partnership
with the medical profession in providing medical care should

NNational Health Service (Scotland) Review Committee, An Historical
Account with Commentary by E. C. R. Walker, 1966-7. British
Medical Association Scottish Office, Edinburgh.
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